Exposure to traumatic events is common
Studies frequently demonstrate a large burden of exposure to traumatic events among African Americans, particularly in poor urban areas . Findings from the National Crime Victimization Survey (NCVS) show that urban African Americans are more likely than Whites and suburban or rural African Americans to be victims of violent crime such as assault (Federal Bureau of Investigation [FBI], 2008) . Additionally, a study of the Detroit metropolitan area reported that non-Whites (who were predominantly African American) had significantly higher odds of experiencing assaultive violence than Whites, controlling for other sociodemographic factors (Breslau et al., 1998 ).
To our knowledge there have not been any large populationbased studies of posttraumatic stress disorder (PTSD) in African American communities. The few studies of PTSD among African Americans collected data from health clinics or focus on African American subgroups (Alim, Graves, et al., 2006) . We aimed to fill this gap in the literature by examining lifetime exposure to traumatic events and burden of PTSD symptoms in an urban African American population, using data from a populationbased sample of Detroit residents. We anticipated that the lifetime prevalence of probable PTSD would be relatively high given that Detroit has one of the highest rates of violent crime of all large U.S. cities (FBI, 2009 ) and has been for many years experiencing severe economic decline.
M E T H O D Participants and Measures
This study focused on the 1,306 adult (aged 18 years or older) African American participants of the Detroit Neighborhood Health Study (86.9% of the total study population), who took part in a telephone survey that was conducted from September 2008-May 2009. Participants were drawn from a probability sample of households within the city limits of Detroit, and one adult from each household was randomly selected. The overall response rate among eligible persons was 53.0%.
We asked participants about lifetime experience with traumatic events using a list of 20 traumatic events, which were divided into four groups based on type: assaultive violence, other injury or shocking experience, learning about trauma to a loved one, and sudden unexpected death of a loved one (Breslau et al., 1998) . We used the PTSD Checklist (PCL-C), a 17-item self-report measure of symptoms of PTSD established by the Diagnostic and Statistical Manual of Mental Disorders (4th ed.; DSM-IV; American Psychological Association [APA], 1994) , to assess criteria B (reexperiencing), C (avoidance and emotional numbing), and D (increased arousal) based on the event reported as the "worst." Participants rated each symptom on a scale indicating the degree to which they had been bothered by that symptom as a result of the event from 1 = Not at all to 5 = Extremely (Weathers & Ford, 1996) . Those who endorsed one or more Criterion B, three or more Criterion C, and two or more Criterion D symptoms moderately or higher were considered symptomatic. Additional questions assessed the other three DSM-IV criteria including Criterion A2 (intense fear, horror, or helplessness in response to the event), Criterion E (duration of symptoms of at least one month), and Criterion F (clinically significant impairment in functioning due to symptoms). An additional PTSD section assessed these criteria again using the PCL-C based on another randomly chosen traumatic event among those who had experienced more than one event. Respondents who met all six criteria for PTSD in either or both sections were considered to have probable lifetime PTSD. The internal consistency of the PCL-C in this study was α = .93. We conducted additional clinical in-person interviews in a subsample of 51 participants, using the Clinician-Administered PTSD Scale for DSM-IV (CAPS), to further test the reliability and validity of the PCL-C. We found that the PCL-C had good psychometrics (sensitivity = .24, specificity = .97, positive predictive value = .80, negative predictive value = .72, and an area under the receiver-operating characteristic (ROC) curve = .76). Five of the 51 respondents were identified as PTSD cases using the PCL-C; four of these persons were also identified as having PTSD using the CAPS. Thirteen participants were falsely identified as negatives.
Statistical Analysis
We examined the distribution of key sociodemographic variables among the African American participants of the study, as well as lifetime prevalence of exposure to any traumatic event and to each traumatic event type. We also evaluated risk of PTSD associated with each type of traumatic event by calculating the proportion of individuals that met criteria for probable lifetime PTSD in relation to that particular type of event (in either or both PTSD sections) among those who experienced that event and had PTSD symptoms assessed in relation to that event. Chi-square tests were used to assess the association between experiencing assaultive violence (vs. another type of event) and PTSD symptoms. We used SAS-callable SUDAAN to account for complex survey design (stratified sampling) and weighting (SUDAAN Version 10.0; SAS, Research Triangle, NC). Weights accounted for how contact information was obtained, the probability of being selected from households of different sizes, and the number of telephone lines, all of which helped to make the sample representative of the Detroit population. Table 1 shows the distribution of sociodemographic characteristics among the study's African American participants. The majority of the sample was 25-64 years old and had attained at least a high school education. Approximately one third of the participants reported household income under $15,000 in the past year, and almost three fourths were unmarried. The distribution of these characteristics in the overall survey sample was comparable to estimates from the American Community Survey (2005) (2006) (2007) of the Detroit population. Table 2 presents lifetime experience with traumatic events and PTSD among African American respondents. The large majority had experienced at least one traumatic event; more than half had experienced assaultive violence. Among those individuals who had experienced at least one traumatic event, almost one in five had probable PTSD in their lifetime. Lifetime PTSD was most prevalent when assessed in relation to assaultive violence, in particular being raped and being badly beaten. Experiencing assaultive violence (compared to a nonassault event) was significantly associated with greater prevalence of subsequent PTSD ( p = .01, not shown in tables).
R E S U L T S

D I S C U S S I O N
Lifetime experience with traumatic events is near ubiquitous among residents of Detroit, consistent with prior findings (Breslau et al., 1998) . We found that the prevalence of exposure to assaultive violence among residents of Detroit city proper was higher than the overall prevalence reported in a prior study of Detroit that included the surrounding Detroit metropolitan area (50.8% vs. 37.7%), but similar to the prevalence among those residing in the central city (54.2%; Breslau et al., 1998) , consistent with evidence of a larger burden of violent crime in urban compared to suburban and rural areas (FBI, 2008) . The prevalence of probable PTSD in our study was higher than that found in other population-based studies such as the National Comorbidity Study of noninstitutionalized adults in the United States (7.8%) and the Detroit Area Survey of Trauma among residents of the Detroit metropolitan area (9.2%; Breslau et al., 1998; Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995) . Given the relatively high exposure to assault in Detroit and because experiencing assault has been associated with greater likelihood of developing subsequent PTSD than other types of traumatic events in this study and others (Breslau et al., 1998; Kessler et al., 1995; Norris, 1992) , it is possible that greater exposure to violence may contribute to the higher levels of PTSD symptoms we found in Detroit.
Our study results are also consistent with findings that African Americans may be at higher risk for PTSD. Earlier populationbased studies that compared lifetime PTSD prevalence between racial/ethnic groups found significant bivariable relations between African American race and greater PTSD (Breslau, Peterson, Poisson, Schultz, & Lucia, 2004; Kessler et al., 1999) . More recently, two population-based studies of U.S. residents reported a greater burden of lifetime PTSD among African Americans compared to Whites (Himle, Baser, Taylor, Campbell, & Jackson, 2009; Roberts, Gilman, Breslau, Breslau, & Koenen, 2010) .
This study benefited from its population-based design. We also conducted a structured assessment of PTSD using a validated instrument. However, assessments of PTSD were made by survey administrators who were not trained clinicians, which prevented us from diagnosing respondents with PTSD and may have influenced the accuracy of case identification. Nonetheless, our clinical reappraisals yielded evidence that the PTSD instrument was valid and highly specific in the sample population. Additionally, our sample includes only individuals with a residential address in Detroit, which may exclude the most socioeconomically disadvantaged, who may have greater exposure to traumatic events. Our study also had a relatively low response rate, which may have introduced bias into our results. This rate is similar, however, to that found in other telephone-based surveys (Galea et al., 2008) . We also found no significant differences between key demographic characteristics in our sample and the Detroit Census, providing some evidence that our study was representative.
This study documents exposure to traumatic events and the psychological consequences of this exposure in a predominantly African American urban population. The study findings are particularly salient given the continuous population decline in the city of Detroit and the high rates of poverty and crime that its residents endure. We provide evidence that exposure to traumatic events-in particular, events related to assaultive violence-has the potential to contribute to a large burden of psychopathology in this community. Interventions that reduce violent crime and increase access to mental health treatment may minimize the relatively large burden of mental illness in this population. Note. N = 1,306. PTSD = Posttraumatic stress disorder. a Two different traumatic events were assessed in separate survey sections to see if the respondent developed PTSD in relation to either or both of those events, among those participants who experienced more than one type of event. b For one respondent, an event described as the "worst" or chosen randomly was not assessed further because the respondent declined to answer questions about symptoms of PTSD related to that event.
